Objective: This study was aimed to identify factors affecting neonatal mortality in Ethiopia.
Introduction
Newborn is defined as an infant in the first 28 days of life after birth and newborn health has an important role in child's survival and health. Globally, newborn deaths account for 45% of under-five deaths [1] . Three-quarters of newborn deaths result from three preventable and treatable conditions including prematurity, events during childbirth and neonatal infections [2, 3] .
In 2017 alone, an estimated 6.3 million children and young adolescents died, mostly from preventable causes. Of all, about 2.5 million deaths occurred before celebrating their 28th days. Among children and young adolescents, the risk of dying was highest in the first month of life with average rate of 18 deaths per 1000 live births [4] [5] [6] . Despite there is an increase in neonatal mortality across the globe, its burden is highest in West and Central Africa, where the risk of a baby dying within the first 28 days of life is almost 10 times higher than high-income countries [7] .
According to the United Nations (UN) mortality estimate in 2013, the neonatal mortality rate in Ethiopia was 28 per 1000 live births. Even though there is an achievement observed in the reduction of neonatal mortality by 48%, still neonatal mortality is high [8] . Additionally, according to the Ethiopian Demographic Health Survey (EDHS) 2011, it ranges from as low as 53/1000 live births in Addis Ababa to as high as 169/1000 live births in Benishangul-Gumuz region [8, 9] .
According to different studies suggested there are many factors contributing to neonatal mortality. Among these: educational level [10] , sex of the neonate, duration of pregnancy [11] , home delivery without skilled provider [12] , pregnancy complication [13] , birth weight [14, 15] , delay in seeking care during illness [16, 17] , lack of preparedness of families and care providers, harmful cultural practices [18] , economic status [19] , social exclusion, maternal illiteracy [20] , negative parental attitudes arising from the social environment, gender bias, inability to pay for care [20] , and lack of basic prenatal, natal, and postnatal services [7, 21] were the main determinants of poor newborn survival rates in developing countries [22] [23] [24] [25] [26] .
In 2014, at the Sixty-seventh World Health Assembly, 194 member states of the WHO develop action plan that was targeted to end preventable deaths and stillbirths [19] . Similarly, Ethiopia has endorsed strategies to halt the burden of neonatal mortality through ANC, postnatal care (PNC), immunization during and after pregnancy, and skill birth attendance. Despite there is a reduction in neonatal mortality, still there is a need to have focused attention on newborn interventions [10] . Therefore, the aim of this study was to identify factors affecting neonatal mortality in Ethiopia.
Main text

Methods
Community-based cross-sectional study was conducted in Ethiopia from January 18 to June 27, 2016. There are nine regional states and two city administrations subdivided into 68 zones, 817 districts and 16,253 kebeles (lowest local administrative units of the country).
The target group for this study was all neonates in Ethiopia, and those neonates in the selected enumeration areas (EA) were the study population. Stratified two stage cluster sampling was performed. Samples of EAs were selected independently in each stratum in two stages. Firstly, a total of 645 EAs (202 in urban and 443 in rural areas) were selected with probability sampling proportional to EA size and secondly, a fixed number of 28 households per cluster were selected randomly. A total of 18,008 households were randomly selected, and 15,683 eligible women were interviewed. Data on 10,641 live births were extracted from 2016 EDHS.
Secondary data source from 2016 EDHS was used. Approval letter was obtained from the measure DHS and the data set was downloaded from the DHS website (http://www.measu redhs .com).
The outcome variable for this study was neonatal death which was defined as the death of a live birth within the first month of life. Individual level factors included in this study were; current age of the mother, marital status, educational status both for the mother and the father, mothers occupational status, size of child at birth, child sex, birth order, duration of pregnancy, preceding birth interval and weather the child is twin or not, place of delivery, number of ANC visits, number of tetanus toxoid (TT) injections during pregnancy, mode of delivery and wealth index. Household wealth index was originally classified into five categories by DHS which was done using principal component analysis. However, in this study we further classified it into poor, medium, and rich. Community level factors included in this study were residence and region. Training was given for data collectors and supervisors and the questioner was pretested.
After data was extracted editing, coding and cleaning were performed. Both descriptive and analytic statistic was computed. Since the data had hierarchical and clustering nature, mixed effect logit model (multilevel model) was fitted to identify factors associated with neonatal death. Due to the fact that the rate of neonatal death varies from cluster to cluster, a cluster level random intercept was introduced in the mixed logit model. The within cluster correlation was measured using intra cluster correlation (ICC) which is expected to be ≥ 10% to use the model. To test the significance of the variance of random intercept, the likelihood ratio test was applied. Adjusted odds ratio with 95% confidence level was reported to show the strength of the association and its significance. Variables having p-value < 0.05 was considered as having significant association with the outcome. The model goodness of fit was checked using deviance information criteria (DIC). The data was analyzed using Stata Version 14.
Results
Socio demographic and economic characteristics of mothers
A total of 10,641 live births were included in this study. Of these, 8667 (81.45%) were from rural residence and 1581 (14.86%) were from Oromia region. Majority 3161 (29.7%) of the mothers were in the age group of 25-19 years. More than half 5775 (54.3%) of the households were in a poor wealth quintile. Around 6838 (64%) of the mothers and almost half the husbands had no formal education ( Table 1) .
Child characteristics and maternal health service use
Of 10,641 live births, more than half 5483 (51.5%) were male. Of the total live births, 3338 (31.4%) were in birth order 2nd-3rd and 10,455 (98.3%) were term births. The preceding birth interval for the majority 6356 (59.7%) of live births were 2 years and above. From a total of 7193 mothers of a new born, majority 4712 (65.5%) had at least one ANC visit during their pregnancy ( Table 2) .
Factors associated with neonatal mortality
After excluding 32.4% missing data, the multivariable multilevel model was fitted and found ICC of 11% (95% CI 6.2, 18.6) and deviance of 1167.68. From the final model, being born from a mother whose husband had no education increase the odds of neonatal death by 2.30 (AOR = 2.30, 95% CI 1.10, 4.83) times compared to husbands with secondary education and above education. Being born from a mother whose husband had primary education increases the odds of neonatal death by 2.85 (AOR = 2.85, 95% CI 1.38, 5.90) times as compared to husbands with secondary education and above. The odds of neonatal death was decreased by 43% (AOR = 0.57, 95% CI 0.39, 0.83) among female births compared to their counterparts. The odds of neonatal death was 13.62 (AOR = 13.62, 95% CI 7.14, 25.99) times higher among twin births as compared to singleton. The odds of neonatal death was 15.07 (AOR = 15.07, 95% CI 7.80, 29.12) times higher among pre term births compared to term. The odds of neonatal death was 1.9 (AOR = 1.90 95% CI 1.11, 3.25) times higher for births to mother who didn't have ANC during pregnancy compared to mothers who had ≥ 4 ANC visits (Table 3) . 
Discussion
This study was conducted among neonates in Ethiopia. Accordingly husband education, child sex, child twin, duration of pregnancy, and number of ANC visit were significantly associated with neonatal death. The odds of neonatal death was higher among births to mother whose husband had no education and primary education compared to husbands with secondary education and above. This finding was in line with the study conducted in northwest Ethiopia [10] . This could be husbands having secondary and above level of education resulted in better knowledge of solutions and critical decisions during crisis. In addition, better education creates opportunity for better economic status [10] .
The odds of neonatal death was lower among female births compared with male births. This finding is in agreement with a study from Ghana [11] , Nigeria [27] , and Indonesia [28] . Accordingly, male neonates were at higher risk of death than female neonates. This could be attributed by the different protein and gene expression in both male and female fetuses due to variation in placenta especially during adverse condition. Besides, the same extracellular micro RNA may show up regulation in females and down regulation in male fetuses within the intrauterine milieu. These makes females to have a natural survival advantage than males [29] . The odds of neonatal death was higher among twin births compared with singleton births. This study was supported by a study conducted in Korea [30] . The possible explanation could be twin pregnancy is usually associated with prematurity, which is the most common cause of neonatal death and twin-to-twin transfusion syndrome which further leads to death [31] . In addition, twin pregnancy is usually end up with low birth weight which increase child vulnerability to infection and decreases their immunity [27] . As a result, child survival is decreased. This study was also consistent with a study done from 60 nationally-representative Demographic and Health Surveys data [32] .
In this study, preterm birth was associated with higher odds of neonatal death compared with term pregnancy. This finding was in agreement with a study done in Ghana [11] , Ethiopia [17, 33] , and Indonesia [28] . This could be the fact that preterm neonates were unable to fit the extra uterine life because of poor lung maturation, resulted in unable to breathe and hypoxia, ends with death [34] . Therefore, during preterm birth to enhance fetal lung maturation betamethasone is recommended [35] . Besides preterm neonates were at higher risk of vitamin D deficiency, which resulted in respiratory distress [36] and further end up with death.
Being born from a mother with no ANC visit increase the odds of neonatal death compared to mothers with ≥ 4 ANC visits. This result was supported by the study conducted in Nigeria [27] , Sub-Saharan Africa [21] , and Iran [37] . The possible reason could be women having ANC visit have a chance of prompt detection of complication and early initiation of breastfeeding, which boost the immunity of a child [36, 38] . In addition, women who had complete ANC follow up had increased probability of giving birth by skilled birth attendant, which decreases the odds of neonatal death [37] . Moreover, ANC follow up usually leads to have quality essential new born cares, which increase neonatal survival [39] .
This study has both public and clinical importance. For the public it gives direct information regarding the possible cause of neonatal death and alerts them to take the possible appropriate interventions. In addition, identifying determinates of mortality gives information for clinicians to take prompt intervention and response to halt the high burden of neonatal death.
Conclusion
In this study husband with no or primary education, being male neonate, being twin birth, preterm pregnancy, and having no ANC visit were statistically significant predictors of neonatal death. Therefore, women should be encouraged to have ANC visit. Close follow up and monitoring should also be given for twin and preterm births.
Limitation
This study shares the limitation of cross-sectional study to create temporal relationship between the exposure and the outcome variable. This study might also be affected because of residual confounding factors that are not assessed in this study and misclassification of variables like size of the child at birth. 
